This is a rare case. For the last 15 years the sclerodermia has not increased but the condition of the toes and hands, especially the fingers, has altered considerably. In addition there are now telangiectases, visual disturbances and paralysis agitans. It is difficult in this case to explain with any certainty the kind of association of Raynaud's disease, sclerodermia, etc., with paralysis agitans. In all probability internal secretion (ovarian, etc.), the vegetative nervous system, and lesions in the arteries are important factors.
Dr. PARKES WEBER said that he had often expressed the view that angiospastic symptoms like Raynaud's disease (dead fingers and acro-asphyxia) were so frequently associated with sclerodermia of the sclerodactylia type that they should be regarded as part of the symptomatology of the disease. Lately, however, Sir Thomas Lewis and Dr. E. M. Landis (Heart, 1931, xv, p. had never vomited. She had lost about a stone in weight. The bowels were constipated and she suffered from uterine prolapse. She had always been verv healthy and had not been subject to indigestion previously. At the present time she is almost free from all these symptoms, her appetite is very good and she has gained weight. She is still troubled with borborygmi, and if she is tired and takes a heavy meal it is followed by epigastric discomfort. On physical examination nothing abnormal can be palpated. The abdominal wall is very thin and soft, there is divarication of the recti and the normal peristaltic movements are often visible. X-ray examinations by Dr. Eva White show a large diverticulum, about the size of a tangerine orange, arising at the junction of the second and third parts of the duodenum and lying on the outer side of the curve. It is quite mobile and varies greatly in position; it is not tender when palpated directly under the screen. There is no enlargement of the duodenum and only a slight tendency to retention of the meal in the gut itself. The stomach is low in the erect position and shows a little retention at four hours. There is no diverticulosis of the colon.
The fractional test-meal shows a normal resting juice, a normal acid curve and slight delay in the emptying rate.
The Wassermann and Sigma reactions are negative.
Remarks.-A considerable literature on the subject of diverticula of the duodenum has been published in the last few years though the condition is not very common. There are probably many cases in which symptoms are entirely absent and it is only in those individuals in whom it is associated with digestive disturbances and who are examined with an opaque meal that the diagnosis is made; diagnosis by clinical symptoms and signs appear to be impossible. Spriggs and Marxer [1] have reported on thirty-eight cases, twenty of whom had no symptoms; of those with symptoms, thirteen were cured by medical treatment. In the present case the early symptoms passed off in a few weeks without specific treatment and have not recurred. Operation is called for only when complications are present, as by involvement of neighbouring structures or the presence of a calculus in the sac, as in a recent case published by Scott [2] . Interesting discussions on the causation are to be found in papers by Gask MARXER, Qutart. Journ. Med., 1925, xix, 1. [2] SCOTT, S. G., Brit. Med. Journ., 1931 (i), 346. [3] GASK, G. E., St. Bartholomew's Hosp. Rep., 1929, lii, 122. [4] ODGERS, P. N. B., Brit. Journ. Surg., 1930, xvii, 692. [5] HAHN, O., Kin. Wochenschr., 1930 , ix, 1922 The PRESIDENT said that in his experience duodenal diverticula usually occurred on the concave inner surface of the second part of the duodenum, in the neighbourhood of the papilla of Vater. He was also very emphatic that duodenal diverticula were usually associated with diverticulosis or diverticulitis of the colon.
In this case, the duodenal diverticulum was in an uncommon situation, and there was no associated diverticulosis of the colon. In his opinion, an isolated diverticulum of the duodenum rarely gave rise to any symptoms by itself. Physical signs.-Heart enlarged to left, apex impulse in fifth space 4 in. from the mid-line; area of dullness increased at the base extending 21 in. to right of midline in second and third spaces; rhythm regular except for occasional premature contractions; systolic and diastolic murmurs, also thrill in aortic region; systolic murmur at apex; pulse 84, an occasional intermission; vessels thickened and tortuous; blood-pressure 170/105.
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